Sphygmorecording for Assessing Thyroid Function
To the Editor: Parisi et al.1 state that noninvasive techniques have not been used routinely to assess the influence of thyroid function on the circulatory system.
They have elected to disregard the noninvasive technique of sphygmorecording2 which has been in widespread use for the analysis of thyroid3 and cardiac function4 for more than a decade. An extensive literature has appeared in American journals as well as in Japan,5 Switzerland,6 India,7 Argentina, Czechoslovakia, Romania, Sweden, etc. Sphygmorecordings can be obtained on a twochannel phonocardiograph. XY plotters, oscilloscopes, and digital read-outs are also in use for this purpose. Onset (Q) of each QRS complex is taken as zero time of each beat. Microphonic voltages generated by the brachial arterial sounds of Korotkoff (K) heard during blood pressure measurement enter the second channel.2 The time interval between onsets of Q and K at diastolic cuff pressure (d) is referred to as QKd.
The normal value is 210 msec with a standard deviation of 12 msec.
QKd provides a quantitative measure of the specific response of the target organ, the heart, to myocardialbound thyroid hormones. In hyperthyroidism QKd may be as short as 100 msec. Antithyroid therapy (1311, propylthiouracil, etc.) progressively returns QKd to the normal range.
In hypothyroidism QKd may be as late as 320 msec.3 With thyroid replacement, QKd approaches euthyroid values as T3 and T4 rise. QKd is of special value in evaluating cardiovascular receptivity to thyroid hormones in patients with genetic end-organ resistance or with disturbances of thyroxine binding globulin such that total T4 and T3 values are misleading with respect to clinical status.
The remarkable sensitivity of QKd to myocardial contractility is also seen in the shortening of this interval to 100 msec during treadmill exercise, or in the presence of elevated catecholamines as in pheochromocytoma. QKd is prolonged by propranolol, and markedly so (to 350 msec) by halothane.
QKd is unaffected by heart rate, blood pressure, or gender. Further, measurement of QKd does not require recording of heart sounds or the carotid pulse and thus is prone to fewer sources of error. Unlike systolic time intervals, OKd does not require resort to corrections for heart rate, indices or exponential manipulation.
Sphygmorecording techniques and results have been presented at meetings of the American Heart Association, American College of Cardiology, American and European Thyroid Associations, etc. A recent scientific exhibit with specific attention to thyroid dysfunction was presented at the 1973 meeting of the American Heart Association.
We must conclude that Parisi et al.' are wrong when they state that their currently reported technique is "a unique noninvasive measurement" of cardiac responsiveness to thyroid function. SIMON portion of QKd -this being the isovolumic contraction time (ICT) in hyperthyroidism. There is a substantial body of experimental evidence cited both in our paper (ref. 9) and in recent reviews that externally measured ICT and PEP reflect myocardial contractility. 3 As multichannel recorders are generally available, carotid pulse tracings readily recordable, and heart rate corrections easily made by computer or graph, we do not feel that the comparative alleged simplicity of QKd recordings outweighs the specificity of systolic time intervals (STI) in measuring the heart's response to hyperthyroidism. Accordingly, we would still conclude STI are "a unique noninvasive measurement" of cardiac responsiveness to thyroid function. Systolic time intervals. In, Noninvasive Cardiology, Ch 6, edited by WEISSLER AM. New York, Grune & Stratton, 1974, P 301 Locker Room Language in Editorials To the Editor: I could not agree more with the substance of the editorial on "Prevention of complications of coronary arteriography" by Judkins and Gander (Circulation 49: 599, 1974). The entire message could have been said in less than one page. Statements such as "there is no time for extensive physiological evaluation or standing around sucking one's thumb" are not only unscientific but crude, distasteful and oppressive to the scientific community.
That a journal whose reviewers are often quick to correct contributors' English should let such unscientific (expletive deleted) verbosities into a prestigious journal is setting a bad precedent.
I urge that we continue to keep some guidelines of Circutlation, Volume 50, September 1974 respectability in language and scientific pertinence before four letter words become the order of the day.
S. K. ASOKAN, M.B.
Medical College of Georgia
Augusta, Georgia 30902
The author replies:
To the Editor: The problem of complications of coronary arteriography is a serious one. The language oftimes fits a particular situation. We must go into the locker room to communicate with those who are contributing to the problem. In locker room parlance, it is sometimes necessary to "hit a donkey over the head with a 2 X 4 to get its attention." MELVIN P. JUDKINS, M. D.
Loma Linda University Medical Center Loma Linda, California 92354
Randomized Trials vs Data Banking
To the Editor:
The article by McNeer et al., "The nature of treatment selection in coronary artery disease" (Circulation 49: 606, 1974) propounds the thesis that it is valid to compare patients who have been differently treated even though treatment selection was not random because "in chronic disease [such as coronary artery disease] therapeutic decisions tend to be random with respect to distant goals and patients divided into subgroups on the basis of therapy are remarkably similar except for the fact that they have been treated differently." Much of their paper is devoted to an analysis of 89 parameters to show that their medically and surgically treated cohorts were very much alike, and therefore valid conclusions may be drawn regarding the indications for medical or surgical therapy in particular subgroups. Unfortunately the reader cannot avoid feeling that there is a bias against the medical cohort for the following reasons:
1. Zero time for the medical patients was defined as the time of catheterization while zero time for the surgical patients was defined as the date of operation. This date of operation was as long as four months after the time of catheterization, with 35% of the cohort operated on more than one month after catheterization. This time lag favors the surgical cohort since some of the sickest patients in the surgical cohort were eliminated (by death) in this period.
2. The first bias was then accentuated by including patients who died while awaiting surgery in the medical cohort despite the fact that they had already been selected to receive surgical therapy. The 89 parameters notwithstanding, this manipulation was
